Introduction
Chronic renal failure requiring dialysis or renal transplant therapy is usually preceded by a period of relative infertility in the male and female patient. This is the result of a combination of toxic, endocrine and general ill health which accompanies the onset of severe renal failure resulting in anaemia, hyperprolactinaemia and loss of libido (Wills 1978) .
Following transplantation the restoration of normal renal and endocrine function can occur quite rapidly, the hormonal abnormalities can be corrected within a matter of weeks and conception is possible within the first three months of a successful transplant. However, there is no doubt that a pregnancy in the first year following transplantation -with its more frequent rejection episodes, higher steroid dose and more frequent complications within the transplanted kidney -should be avoided, and the patient who is keen to conceive should be given appropriate contraceptive advice. The European Dialysis and Transplant Association figures for 1967-77 (Table 1) show a high incidence of surgical abortion of the transplanted • Includes 2 pairs of normal twins and two patients with 2 separate pregnancies patient. This was probably due in some part to the early restoration of normal ovulation and the possibility of conception, coupled with the anxiety of the transplant surgeons and physicians that a pregnancy might complicate their management in the early months of a successful transplant.
Methods
Seven renal transplant patients with 9 pregnancies were cared for in the South East Thames Region over the last seven years. The patients were seen in obstetric and transplant clinics, and immunosuppression with oral prednisone an? az~thioprine .was continued th!ough~ut pregnancy. Supplements of folic acid, iron and vitamms were~1Ven, and one patient With hypoparathyroidism received Vitamin D or IIXhydroxycholecalciferol throughout pregnancy. They were seen monthly in the first two trimesters but as often.as weekly in the las.tfew weeks. Weight, blood pressure, urinary protein and oestriol were estimated regularly With the usual blood counts and electrolytes. Ultrasound in the last trimester monitored fetal growth. 
Results
Progress of the pregnancy was uneventful in all the patients except one who had a spontaneous abortion at ten weeks (Table 2) . Two patients became pregnant within the first year of transplantation and although this was not ideal there was no question of an abortion being required for the only reason of a recent transplant. Effects on the pre-existing renal function were entirely favourable, and blood pressure was kept under control in the one hypertensive patient who became pregnant (Table 3 ). In the others hypertension was not a complication and there were no incidents of pre-eclampsia, only two patients having had children prior to the onset of renal failure, Of the 8 pregnancies, 6 were delivered per vaginam and 2 by elective caesarean section, all after 34 weeks. Only one rejection episode occurred in the pregnancy period which is regarded immunologically as a protective state (Bulmer & Hancock 1977) . Following delivery, mild rejection episodes occurred in 4 of the 7 patients within two months, requiring rejection therapy.
The birthweights of the children born were slightly under the mean for the patients' age and physique but had been made up to normal by three months (Table 2 ). In only one infant was there a slight abnormality -an inguinal hernia (which was repaired) without any other underlying congenital abnormality. Deterioration of renal function following pregnancy occurred in only one patient (CH) who had been hypertensive throughout the pregnancy. She has since received a second transplant to prevent her returning to dialysis with two young children. Complications around delivery included jaundice in one patient, which was diagnosed as benign cholestatic jaundice of pregnancy rather than induced by azathioprine or viral hepatitis; this recovered rapidly following delivery. In a second patient (RS) who had had a parathyroidectomy, the use of Vitamin D and its analogues through pregnancy enabled the patient to escape from serious hypocalcaemia, but this was a complication of delivery suggesting that the fetus did contribute some parathyroid hormone to the mother in this situation. Estimation of 25 OH Vitamin D and parathyroid hormone levels in the cord blood at delivery found them within the normal range.
Discussion
In this small series we have been fortunate to have avoided the complications which have been reported during pregnancy in transplanted patients. In one series 32% of the patients developed toxaemia and in several series there was a decrease in renal function during pregnancy which persisted following delivery. We seem also to have avoided the risks of the neonate which have been reported: in one series of 22 babies prematurity occurred in 45%, respiratory distress syndrome in 18%, congenital abnormalities in 14%, adrenocortical insufficiency in 9% and septicaemia in 9% (all reviewed by Makowski & Penn 1976) . Other potential risks to the neonate are congenital defects and chromosomal damage caused by immunosuppression, particularly azathioprine. A recent review of cyclophosphamide-treated patients with renal failure and transplanted patients who were able to conceive showed very few chromosomal abnormalities and only one severely abnormal child in a series of 18 pregnancies (McGeown & Nevin 1978) . Our experience is encouraging in that a pregnancy in a transplanted patient can be carried to term and delivered normally with little risk to the child. The possible decrease in transplant renal function following delivery needs to be clarified in a larger series.
Summary
A series of 7 renal transplant patients with 9 pregnancies is reported. A spontaneous abortion at 10 weeks was the only major problem. Of the other 8 pregnancies, 6 were delivered per vaginam and 2 by elective caesarean section, all after 34 weeks. The birthweights were slightly under the mean for the patients' age but had been made up to normal by three months. Only one rejection episode occurred during pregnancy. Mild rejection episodes occurred in 4 patients within two months following delivery.
